
Recommendations for the Improvement

of Fetal Death Statistics

A report by the United States National Com-
mittee on Vital and Health Statistics. The corn-
inittee vas formned by the Surgeon General of
the Public Health Service at the request of the
Department of State in accordance with the
recommnendations of the First World Health
As.sembly, 1948. The major objectives of the
conzmnittee, of which Dr. Lowell J. Reed, Johns
HIopkins University, is chairman, are to pro-
mnote and secure technical developments in the
field of vital and health statistics for national
and international use.

0 0 0

F ETAL MOIRTALITY is a problem of con-
siderable importance in the United States

today. Estimates indicate that fetal deaths
niow represent a medical and social problem of
equal or greater magnitude than that of infant
miiortality at the turn of the century. In view
of this, it seems important that health interests
throughout the country turn more attention to-
wvard this problem.

MIore reliable and complete data on fetal
mortality are needed to identify the problems in
a more precise manner. As a step toward ob-
taining improvement in fetal death registration,
anid the reporting, classifying,, and tabulating
of causes of fetal deatlhs, the United States Na-
tional Committee on Vital and Health Statistics
is proposing certain recommendations. These
recommendationis and backg,round information
on their development are presented in this
report.

Early in 1,951 the Nationial Committee on
Vital anid I-lealthl Statistics established a Sub-
commnittee oln Cauises of Fetal Death. Its major

objective was to recommend methods for im-
proving the recording and processing of sta-
tistics on fetal deaths so that they would be more
suitable for use in studies of medical and social
factors related to these fatalities.
A preliminary review and summary (1)

sponsored by the national committee indicated
the magnitude of the problem and its many
ramifications. Most important is the extraor-
dinarily large number of deaths for which the
cause is either unknown or is reported in ill-
defined terms.
One of the greatest deterrents to adequate

progress in the field, it, was thought, was the lack
of clear-cut and acceptable definitions of terms
such as stillbirtlh, abortion, evidence of life, pre-
maturity, and viability. The adoption by the
Third World Health Assembly in 1950 of defi-
nitions of live birtlh and fetal deatlh and a num-
ber of accompanying recommendations was an
important constructive step in the field (2),
making it unnecessary to use "stillbirth," "abor-
tioi," and "viability" for vital statistics pur-
poses. Ilowever, many important problems
remain, particularly with regard to the applica-
tion of definitions.

Basic problems in the recording and classify-
ing, of causes of fetal deatlh stem from the diffi-
culty of relating clinical observations during
the life process to pathological findings and are
furtlher complicated in that two individuals
must be considered, the fetus and the mother.
As a result, recorded causes often gro no further
tlhan describing terminal condition and provide
little data on underlying causes.
This lack of knowledgre of underlyinig causes,

especially in the group of antepartum deaths,
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is probablv responisible for the prevailing feel-
iingr of apathy oni the parIt of the clinician in his
approach to the problem. There is a discourag-
ing lack of useful information on most clinic
recor(ds of nmaternitv patients. The same feel-
ing of apathy is eviclent in the field of vital sta-
tistics and is reflected in the fact that few, if
any. tabulations on causes of fetal deaths are
prepared in the local, State, and national offices
of vital statistics.

It was recogniized, from the beginning, that
there are two major tasks requiring attention.
One relates to specific problems: definitions,
medical certification, classification, and the like.
The other, a broader function, is that of acting
as a coordinating force for groups concerned
witlh the pioblem of fetal loss.

It was also recognized that, to do effective
work in either of these areas, tlhe subcommittee's
activities must be linked to and must benefit
fr oml- tlhe exper ience anid knowledgle of the plhy-
sicians pr-acticinlg obstetrics, l)ediatrics, and of
related professionial groups. The subcommit-
fee operated on the basic principle that sources
of informationi outside the group were to be
utilized to a maximuim inl arriving at recom-
menldations. This led to conducting a major
stirvey of medeical opinioni, testing of a form
in two lhospitals, review of case histories of
fetal deatlhs, and examination of tabulations of
data for evidence of relationships under ques-
tion, and other activities. As a result, the
recommendations represent the results of care-
ful study and reflect a broadly based point of
view.
In addition, steps were taken in the direction

of the broader mission originally projected.
Liaison was established with the Committee on
Fetus ancd Newborn, of the American Academy
of Pediatrics, and with the Public Health Con-
ference on Records and Statistics. The Acad-
emy of Obstetrics and Gynecology was advised
of the stubcommittee's program; the attention of
chiefs of obstetrical service in many of the
teacling hospitals and medical schools was
slharply focused on questions affecting the de-
velopment of statistics; and early recommenda-
tioIns of the subcommittee were widely publi-
cized by the National Office of Vital Statistics,
Public Health Service.

There is evidence that these actions have con-
tributed to the current increase in interest in
fetal mortality. But it is clear that a need still
exists for a continuing committee. Such a
group, composed of representatives from the
disciplinies concerned, would provide a forum
for the exchange of ideas on scientific, admnin-
istrative, andt reporting issues, and for the pro-
motion of activities designed to r e d u c e
reproductive wastage. The investigation of the
medical, biological, and environmental factors
that affect this loss could thereby achieve the
high position of priority it deserves.

It is thouight, however, that a committee with
a much broader base of sponsorship than that of
the Subcommittee on Causes of Fetal Death
would be required to perform these functions
effectively. The appointment of a continuing
committee of this type with representatives
from the fields of obstetrics, pediatrics, public
health, anid vital statistics would be an essen-
tial step in achieving real progress in the field.

Other recommendations presented in the sec-
tions to follow are limited to specific well-de-
fined actions which relate primarily to the im-
provements in data on the fetal death certificate.
Many of these recommendations have already
been used extensively by the national and State
offices of vital statistics in revising their official
certificates of fetal death. The results of 113
responses to a questionnaire sent to obstetricians
in 173 hospitals in May 1952 (3) aided mate-
rially in arriving at some of these recommenda-
tions. The specific recommendations relate to:

* Medical certification of causes of fetal
deatlh on the standard form.

* Chlecklists for all conditions of pregnancy
and labor and for methods of delivery.

* Time of death (antepartum, intrapartum)
to be reported on the fetal death certificate.

* Tabulations on fetal deaths by national
and State vital statistics offices.

* Suggested appointment of ad hoc commit-
tees to solve specific problems.

Medical Certification

The medical certification section on causes of
fetal death on tlle fetal death certificate slhould
be revised to a sequential arrangement paral-
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Figure 1. The recommended sequential arrangement of the medical certification section has been
adopted in the 1955 revision of the standard certificate of fetal death (Form PHS-797). Here,
parts I and 11 of item 22-the medical certification section-replace items 20a, "fetal causes,"
and 20b, "maternal causes," on the 1949 standard certificate.

CERTIFICATE OF FETAL DEATH I

STATE OF STATE FILE NO.

1. PLACE OF DELIVERY 2. USUAL RESIDENCE OF MOTHER (Wh.r.dIo niother
a. COUNTY a STATE b. COUNTY

b. CITY (II out,ide corporate limits. write RURAL and aive township) C CITY (If outside corporate limita. write RtURAI and give town.hip)
OR OR

TOWN TOWN

c. FULL NAME OF (If not in honpital or institution. Kive street address r location) d. STREET ADDRESS (It rural. give locatiou)
HOSPITAL OR
INSTITUTION

3. NAME OF FETUS (if tSiven) 4. SEX OF FETUS
MALE D FEMALE La

5a. THIS DELIVERY 5b. IF TWIN OR TRIPLET. WAS THIS FETUS DELIVERED 6. DATE OF (Month)
SINGLE [ TWIN f:] TRIPLET [ I1ST LI 2ND LI 3RD O DELIVERY

UNDETERMINED LI

(Day) (Year)

7 NAME a. (First) b. (Middle) C. (Last)

9I AGE (At time of 10. BIRTHPLACE (stte or foreign country) Ila. USUAL OCCUPATION
delivery)

------YEARS

12 MAIDEN (First) b. (Mildile) e (Last)
NAME

14. AGE (At tini of 15. BIRTHPLACE (State or foreign ountry) 16. PREVIOUS DELI'
deliA.ury)

YEARS ~~~~~~~~~~a.hlow manYEARS~~~~~~~~~~~~~~~hidnsr

8. COLOR OR RACE

II b. KIND OF BUSINESS OR INDUSTRY

13. COLOR OP RACE

IVERIES TO MOTHER (Do NOT include this fetus)

Ilow nmany children C. Ilow many PREVIOTS
were horn sdliv. hiit fptal diestli.s ( feluto.9

17. INFORMANT
eniisurnlare wt-re Dorn alivre DUL ietat ueaLiis tJNtuses
now living' are now dead? born dead at ANY time

after conception)?
----I----

I1a. LENGTH OF PREGNANCY 18b. WEIGHT OF FETUS 19. LEGITIMATE 20. WHEN DID FETUS DIE
COMPLETED YES n NO BEFORE n DURING LABORn

21. AUTOPSY

UNKNOWN a YES aI NO [D]

22. I. DIRECT AND ANTECEDENT CAUSES (Enter only one cause pe

DIRECT CAUSE
State fetal or maternal condition directlg causing (a)

fetal death (do not Use stoc terms as stiUbirth or
CAUSE prematuritly).

OF ANTECEDENT CAUSES (b)-
FETAL Slate fetal and/or maternal conditona, if aniy,

GIVINGi RISE TI) THe ABOVE CAUSE (a) stating Due to

DEATH THE UNI)ERLYING CAUSE LAST. (C)

II OTHER SIGNIFICANT CONDITIONS offetus or mother which mayl
hare CONTRIRUTEDI to fetal death, but, in so far as is known, were not
related to direct cause offetala death.

I hereby certify 23a. ATTENDANT-S SIGNATURE (Specity it M. D.. D.O., nidwile. or other)
that this delivery
occurred on the
date stated above
and the fetus was 23c. ATTENDANT-S ADDRESS 11f sot- 24. SIGNATURE OF

born dead. attended by
physician

25a. BURIAL. CREMA- 25b. DATE
TION, REMOVAL(sproify)

26. FUNERAL DIRECTOR

25c. NAME OF CEMETERY OR CREMATORY 25d. L

ADDRESS

er line)

23b. DATE SIGNED

AUTHORIZED OFFICIAL

LOCATION (City. town. or county)

DATE REC D BY LOCAL, REGISTRAR'S SIGNATURE
REG.

Optional he-adling-CERTIFICATE oIF FETAL rDEATII (STILLBIRTH).

leling the section on the death certificate. The
new form should clearly indicate that condi-
tions in both the fetus and the mother slhould
be considered by the physician when entering
c a u s e information. Explanatory material
should accompany the certificate when intro-
ducing the sequential arrangement.
The change to the recommended sequential

arrangement was followed in preparing the re-

vised standard certificate of fetal death, placed
in effect January 1, 1955. Figure 1 gives the
wording of the section (item 22, "Cause of Fetal

TITLE

(State)

A

Death") adopted by the National Office of Vital
Statistics and approved by the Public Health
Conference on Records and Statistics.
At the time this recommendation was under

consideration, the 1949 standard certificate of
fetal death was in effect. There was consider-
able dissatisfactioni with the format of the medi-
cal certification section, which was in the form
of a two-part question, one part requesting in-
formation on fetal causes, the other, on maternal
causes. When entries appeared in both parts,
it was uncertain wlhichl condition the physician
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Iiiimself conisidered to be the underlying cauise
or how the caiuses were interrelated.

Anotlher problem in atteimpting to uitilize the
fetal dealth recorid for stuidyinr causal fActors
vas the highll proportion of ill-defined causes
givein on the record, or nio causes at all.
The change to a sequential arrangement of

the certification section is viewed as an impor-
tant step in overcoming the problems men-
tioned. One advantage of the recommended
arrangement is its consistency with the certifica-
tion section on the death certificate. As in the
case of general mortality, the form lprovides a
basis for determining the physician's juedgnment
as to the underlying cause. It also increases
the possibility of studying cauises of fetal death
as an integrated pattern, that is, the relation-
ship of maternal to fetal catuses.
The sequiential arrangement was tested briefly

in Johns Hopkins University Hospital and Chi-
c wgo Lying-In H-ospital. The participating
I)hYsicians were favorably impressed by this
arrangement and felt that it was more logical
thban the two-part form. Furthermore, the na-
tionwide survey of many of the leading ob-
stetricians (3) indicated that a great majority
believed the sequential form provided a better
basis for interpreting the cause of fetal death
information than the present form.
The following auides are proposed for the

use of the sequiential arrangement:
1. Method of filling out medical certification

section-Causes of fetal death should be re-
corded in part I (of item 22 on the standard
form) in a sequience of pathologically or etio-
logically related conditions in the mother and
fetus, with the injury or morbid condition
which initiated the sequence of events being
stated last. In part II (of item 22) should be
entered any condition of the fetus or mother
wlichl may have contributed to the fetal death
but, insofar as is known, was not related di-
rectly to the causes given in part I.

2. Certainty of causal relationships - A
plhysiciani slhouldi enter inuforination in part I
accordiig to the best evidence that he has avail-
able. In some cases this approach may lead to
conflicting judgments, depending on the physi-
cian's background. However, at the present
stage of knowledge concerningr causes of fetal
death, there are few positive guides that can be

Subcommittee on Causes of Fetal Death

United States National Committee
on Vital and Health Statistics

J. Yerushalmy, Ph.D., subcommittee chairman,
University of California School of Public Health.
George W. Anderson, M.D., department of ob-

stetrics, Johns Hopkins University Medical School.
Carl L. Erhardt, New York City Department of

Health.
Alan F. Guttmacher, M.D., departme.mt of ob-

stetrics and gynecology, Mt. Sinai Hospital, New
York.

Edith L. Potter, M.D., department of obstetrics
and gynecology, University of Chicago.

Robert B. Reed, Dr.P.H., Harvard University
School of Public Health.

Edward R. Schlesinger, M.D., New York State
Department of Health.

lwao M. Moriyama, Ph.D., subcommittee ex of-
ficio member, National Office of Vital Statistics,
Public Health Service.
Sam Shapiro, subcommittee secretary, Health

Insurance Plan for Greater New York, and formerly
with the National Office of Vital Statistics.

given to the physician. In view of this situa-
tion, the physician should be given full freedom
in making entries rather than restrictiing him
by a series of "don't's" on which there may not
be agreement. Obviously incorrect (or impos-
sible) statements of cause sequences that might
result could be handled in the coding operation
as is now being done in the case of general mor-
tality statistics.

3. Use of certain terms-The terms "as-
phyxia" and "anoxia" slhould be acceptable as
entries on the fetal (leath certificate. There is a
possibility that their indiscriminate use may
result. However, in many instances, antecedent
causes standing by themselves would be consid-
ered incomplete by the physician since they
would not be viewed as the cause of death. For
example, it could be argued that placenta
praevia would not cause the fetal death, but
rather it was in the chain of events which cut off
the supply of oxygen to the fetus. Recording
asplhyxia as the direct cause would seem more
logical to the physician than banning the use
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of the term. Also, asphyxia and anoxia may at
times be hihlily informative even wlhen they are
the only causes given.

4. Entry of "unknown" as cause of fetal
death-There are instances when the clinician
does not know the causal factors, and "un-
known" is tlle only honest entry that he can
miake. Despite the dangers inherent in muak-
ing "unkniown" an acceptalble term, physicians
slhould be advised that their judgment on the
matter will be accepted. An official Action of
this type would greatly aid in gaining ac-
ceptance of the fetal deatlh certificate.

Official agencies are urged to take the fol-
lowii(r l)ronlotiolndl measures to improve the
reporting of cauise of fetal death data:

1. Development of interest at the local level,
particularly aniong individual physicians, in
fetal death statistics-The aid of State and
local medical societies and maternal welfare
committees should be solicited. There is a
growing realization of the importance of fetal
death statistics, and the climate is more suitable
today for promotional activities than at any
otlher time in the past.

2. Iistribution of explanatory materials
alonig with the new certificate-The cover used
for binding, books of certificates should cont:ain
instructions which will remind the physician
how to fill out the sequential form.

3. Production and distribution of a film on
the need for fetal death statistics on problems
in reporting cause information and on methods
for filling out the medical certification section-
This will require a major effort and should be
viewed as part of the long-range approach to
dealingi with the problem.

New Supplemental Checklists

The present form of reporting "coniplica-
tions of pregnancy and labor" and "operations
for delivery" should be replaced by checklists
of "conditions present during, pregnancy anid
labor" and "methods of delivery." Effort
slhould be directed at obtaining reports of all
conditions, both major and minor. The same
chlecklists, except for ina11pplicable terms, slhould
be placed on botlh the live birth and fetal deatlh
certificates in those areas that plani to us" this
type of itemii.

Thle clhecklists slhown in figure 2 are sug-
grested as guides foi changingt the foriml of the
items. Provisioin slhould be miiade for evalu-
atingt the coimipleteniess and accuracy of infor-
m.ationi obtainied on the clhecklists and the nieed
for changes in the terms covered.
The chanige is recoimynmenided as a basis for

improving the accuracy and completeness of
reports on these items. For more than 10 years,
medical items on complications of pregnanicy
and labor and operative procedures (on the
1949 standard certificate of fetal death, they
appear as itemii 21, "State aniy comnlpicatiois of
preg,nancy and labor," and item 22, "State all
operations for delivery") have been oni the
records of many States because of their po-
tentti al value in (healingr with modbid coilditionis
present in the mother and child at birth (4).
However, gross under-reporting and lack of
uniiformity in the data have appreciably re-
(ldiced their usefulness (5).

Prior to the subcommnittee's study of the prob-
lem, the New York State Healtlh Department
had designed a checklist form for reporting the
information. Despite the lhazard of having
physicians omit terms that do not appear oni
the checklist, this approach seemed to offer a
convenient and relatively simple method to lhelp
overcome present difficulties.
A great majority of the obstetricians surveyed

on the matter favored a checklist form (3).
This survey also elicited suggestions for changes
on the New York form and established that the
term "complications" in the form's lheading,
"Complications of Pregnancy and Labor," was
being interpreted variously. Specific comments
were weighed carefutlly in arriving at the ter-
miniology and lists given in figure 2. Decisions
on important poinlts and the reasoning behind
these decisions follow:

The term "conditions" replaced "coimpli-
cations" to convey the idea that reports were
to be nmiade without regard to severity or physi-
cian's judgment concerning the concdition's
effect on the outcome of the pregnancy.

Instead of having two columns, one headed
"diseases related to pregniancy" and one, "other
liseases," as in the New York form, it was de-
cided to use a single column with the lieading,
'"conlditions present (luring pregnancy." This
sinlg]e lheading eliminiates a point which the
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Figure 2. The supplemental checklists recommended for inclusion on live birth
and fetal death certificates.

ITEMS RELATED TO PREGNANCY, LABOR, AND DELIVERY
(Enter one or more checks in each section)

subcommittee and the obstetricians in the sur-

vey had found troublesome, that is, which con-

ditions slhould be grouped together under each
of the columns, "diseases related to pregnancy"
and "other diseases."

Qualifications for reporting "german mea-

sles"-first trimester-and "anemia"-less than
11 grams hemoglobin-were excluded. It was

agreed that, for this type of item, the vital rec-

ord could not be expected to give all the quali-
fications. More intensive investigations would
lhave tb be based on follow-back studies using
the record as the starting point. The decision
about anemia was based on the result of corre-

spondence with three outstanding hematologists
who indicated that the measurement of henmo-
globin level must be supplemented by other

obsetvations in order to determine whether a

pregnant woman is anemic. There is appar-
ently no agreement on the normal range of
hemoglobin in pregnancy.

The item "high forceps" appearing on the
New York form wa&s retained in the recom-
mended checklist although this method of
delivery is not considered good obstetrical pro-
cedure. A byproduct of the statistics will be
to indicate how much progress has actually been
made in eliminating this method of delivery.

Items on analgesia and anesthesia and in-
duction of labor were suggested by a number of
obstetricians in the survey (3) but were not in-
cluded because they would have required too
much amplification on the form before useful
information could be derived. This decision

Public Health Reports

CONDITIONS PRESENT DURING PREGNANCY CONDITIONS OF LABOR METHODS OF DELIVERY
(Check one or more items) (Check one or more items) (Check one or more items)

L NONE KNOWN Li Normal labor a Spontaneous
PRE-ECLAMPSIA GERMAN MEASLES EL Placenta praevia LI Low forceps
ECLAMPSIA OTHER VIRAL eCify) EL Abruptio placentae [ Mid forceps

L HYPERTENSIVE DISEASE IL Other hemorrhage LI High forceps
m UTERINE BLEEDING, El Prolapse of cord LI Low cervical cesarean section

not associated with labor
El Breech presentation LI Classical cesarean section

L PYELITIS L ANEMIA LI Other malpresentation [ Other cesarean section
LINEPHRITIS - MALIGNANT

U NEOPLASMS OR RE- LI Labor, 30 hours or more L Breech extraction
HEART DISEASE LATED CONDITIONS L Other (specify) LI Internal versionandextraction

jjDIABETES mINJURY OR OPERA-

L SYPHILIS TION _ Other (specify)

L TUBERCULOSIS Li OTHER (specify) _

L No labor1 [ Laparotomy for ectopic
I Curettage, therapeutic termi-
L nation

Curettage for incomplete
termination 1

For inclusion only on fetal death certificates in areas where regulations
call for reporting all fetal deaths.

Was mother's blood tested for Rh faetor? No E Yes, Rh negative, sensitized L Yes, other L

Congenital malformation? No 2 Yes L If yes, describe.

Birth injury to fetus?2 No [] Yes [ If yes, describe.
2 USe "infant" in place of "fetus" on live birth certificate.
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was consistent with the general policy of keep-
ing the number of terms in the lists to a mini-
mum and giving priority to those terms that
could be stated in a simple, clear, and nmeaning-
ful way. In line with these objectives otlher
items such as anomaly of cord, contracted pel-
vis, and other dystocia were excluded.

Time of Death

The standard certificate of fetal death, and
subsequently State certificates, should include
an item to determine whether the fetus died
before or during labor. Use should be made of
the information particularly when tabulating
cause of fetal death data.
Such an item, which now appears as item 20

on the 1955 revised standard certificate (fig. 1),
was also a part of the standard certificate until
1949, when the item was dropped becauise of an
apparent lack of interest.
However, there are now definite indications

that distinguishing between fetal deaths that
occur before labor and during labor or delivery
would greatly aid in understanding causal fac-
tors. Statistics tabulated by one of the States
demonstrated the marked difference between
the two groups in the distribution of causes of
death. For example, placental and cord condi-
tions were given as causes for a third of the fetal
deaths that occurred "before labor" as com-
pared with similar statements for more than
half of the "during labor" group. Also,
diseases and conditions of pregnancy and child-
birtlh ranked second in groups of causes of fetal
deatlh in the antepartum period but were re-
ported for very few of the intrapartum fetal
deaths.
More extensive tabulations of this type and

those which take into account such character-
istics as age of motlher, birth order, and period
of gestation would be a great aid to medical re-
search and public health programs.

Tabulations on Fetal Deaths

National and State offices of vital statistics
shlould be encouraged to prepare:

1. Comparable tabulations on fetal deaths and
live births in order to facilitate computation of

fetal death rates Attentioni should be given to
comparability in dlefihitions.
A reiview of ptiblished and unpublished data

showed that sonie of the tabulations of fetal
deaths did not parallel the detail on live birtlhs.
This hlas created problems for the research
wvorker who wishes to compute rates. The tab-
ulation of data on birth order (excludingr fetal
deaths) for live births and birth order (in-
cluding fetal deatlhs) for fetal deaths was cited
as a confusing practice. To compute fetal
death riates by birth order, data should be avail-
able for botlh live births and fetal deathls on an
"including fetal deaths" basis.

2. Experimental tabulations comparing the
distribution of cause of death data for early
neonatal deaths with cause data for late fetal
deaths-For the purpose of this comparison,
the term "early neonatal" refers to deaths oc-
curring during the first week after birth, and
"late" fetal deatlhs refer to those of gestations
of 28 weeks or more-group III in the interna-
tional recommendations (2).
For the present, the major purpose of these

experimental tabulations is to develop a body
of data which will clarify the difficulties in coin-
paring causes being certified for fetal deaths
and deaths in early infancy. With time, aS the
reported data improve and coding problems
are resolved, the statistics can be studied for
evidencee of a continuum of conditioins affecting
the outcome of the pregnancy.

3. Tabulations of causes of fetal death on a
multiple-cauise basis-In view of the relatively
small volume of records involved, preparing
multiple-cause tabulationis shouild not prove to
be too heavy a burden. Single-cause tabula-
tionls would not be highlly productive at this
stage wlhen so little is known about the causal
relationships.
The function of statistics on causes of fetal

death is, broadly, to provide information that
will be useful in the prevention of fetal loss.
Prevention may take the form of an immediate
program wlhich requires data on conditions
whose etiology is clearly and uniformly under-
stood, or its beginning may be found in slowly
evolving research which utilizes data for causal
factors whose preventability or etiology mnay
Inot be known. Single-cause tabulations would
not be highly productive for the latter purpose,
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which is the more important of the two today.
Instead, attention should be focused on multi-
ple-cause tabulations.
No recommendations have been made on the

items to be studied in relation to the causes
recorded. But it would be desirable to initiate
experimental tabulations which relate causes to
other medical information and to biological
factors such as birth order and age of mother.

Ad Hoc Committees

A number of problems associated with the
classification and reporting of causes of fetal
deaths and diseases of early infancy emerged in
the course of the subcommittee's deliberations.
It is recommended that ad hoc committees be
appointed to study these problems. Among, the
problems which were specifically mentioned
are:

1. Changes in the Y-code (causes of fetal
death code) of the International Classification
of Diseases, Injuries, and Causes of Death-
Although the Y-code as it now stands appears to
be adequate for most purposes, there is a need
for reviewing the code principally to see
whether any of the causes given in the "ill-
defined" category should be treated separately
and whether any combinations of causes, as in
the case of Y-37, "birth injury," should be pro-
vided.

2. Recording of maternal conditions as
causes of early neonatal deaths-Where ap-
plicable, maternal conditions should be reflected
in the medical certification of causes of deatlh
for infants who die shortly after birth. How-
ever, the physician who fills out the death cer-
tificate usuallv does not have available to him
information concerning maternal conditions
that may have caused the death. One of the
questions needing consideration is how to deal
with this issue, which fundamentally requires
bridging the gap between the obstetrician and
the pediatrician.
There are other, practical sides to the issue.

For example, a physician who has all of the
information concerning the pregnancy may still
have to make a choice between a maternal con-
dition wlhose etiologry is not too well known and
a condition found in the infant that has a spe-
cific meaning for hiim. Obstetrical and pedi-

atric case histories would undoubtedly clarify
the practical problems that would face a physi-
cian in applying the principle that appears to
be acceptable at this point.
A related question which needs consideration

concerns the reconciling of the Y-code (causes
of fetal death code) and the "700" rubrics
(deaths in early infancy) of the international
statistical classification. At the present time
the "700" rubrics do not classify maternal con-
ditions that would appear in the medical certi-
fication section if the above program were
successful.

3. Development of a list of causes of fetal
death for physician use-A nunmiber of respond-
ents in the survey (3) of obstetricians suggested
that physicians be furnished a list of acceptable
terms to use in entering causes of fetal death.
Proponents argue that such a list could be brief,
conitaining basically just those terms which are
needed for classification purposes. The counter
position is that the list is really a nomenclature
which would be difficult to reduce to a manage-
able set of terms. It is also contended that if
the nomenclature and classification listings
were viewed as interchangeable the result
wvould ba to confuse the physician and either
force him into a narrow pattern of reporting
terms or cause a breakdown in the reporting.
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